Background: Type 2 Diabetes Mellitus (T2DM) poses an ever-increasing threat to people's health worldwide. India has reported high rates of incidence of T2DM. The dangers make accurate assessment of its burden and intervention of lifestyle change, an urgent necessity. Aims and Objectives: The aim of the study was to estimate the nationwide prevalence of prediabetes and diabetes, followed by a translational lifestyle trial. Methodology: The Indian Yoga Association was commissioned in 2016-2017 by the Government of India to conduct this study which was undertaken in two phases: Phase 1 was to estimate the prevalence of prediabetes and diabetes across the country, and Phase 2 was to conduct a randomized controlled trial using a validated yoga lifestyle protocol. This paper highlights the unique methodology of Phase 1 of the study. The first stage was screening (February to April 2017) for adults (>20 years) with high risk for diabetes on Indian diabetes risk score (IDRS) on mobile app, using a random cluster sampling survey method. All households in the rural (4 villages with about 500 adult population/village) and urban (2 census enumeration blocks [CEBs] of about 1000 adult population/block) sectors of 65 districts (one per ten districts in the entire country) from 29 out of 35 states of India were approached. In the second stage, detailed assessments (sociodemographic, clinical details, A1c, lipid profile, body mass index, stress, and tobacco) were carried out on those with high risk on IDRS and on all self-reported diabetes individuals. Results: In the first stage of door-to-door visit, 240,968 adults in all households of the selected clusters of villages and CEBs were approached. Of these, 162,330 responded. The respondents in the second stage for detailed assessments in the selected cohort were 50,199 (48% rural and 52% urban) adults. Of these, 7472 were self-reported known diabetes adults and the remaining were 42,737. Prevalence estimates for the country will follow in the future publications. Conclusion: This rapid survey completed within 3 months in the entire country using trained volunteers offers the methodology to obtain a quick estimate of diabetes and high-risk population to implement any lifestyle program.
Introduction
Diabetes mellitus (T2DM) is a major noncommunicable disease, presenting great challenges for healthcare and to the healthcare industry across the globe, especially in recent decades. Management of T2DM and its comorbidities imposes a huge economic burden on nations and their healthcare systems. [1] In India, a series of recent studies suggest that this increasing prevalence will make the country world leader in diabetes by 2025. [2] [3] [4] [5] [6] [7] Indian Council of Medical Research-India Diabetes study completed between 2008 and 2015 showed an overall prevalence of 7.3% in 15 states of India, varying from 4.3% in Bihar to 10.0% in Punjab; 47% of those with diabetes had not been diagnosed previously; rates were higher in urban (11.2%) than in rural areas (5.2%) and higher in men than in women below 65 years that reverse after 65 years with take-off age group of 25-34 years. [2, 3] A study in Punjab, a northwestern state of India, showed that age factor, marital status, hypertension, and obesity were significantly associated with the prevalence of diabetes. [8] A multistage survey had pointed to increased prevalence of diabetes and impaired glucose tolerance in urban areas than rural areas. [9] However, a more recent 10-year follow-up study on the prevalence of diabetes and obesity has shown increasing prevalence of diabetes and
This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms. prediabetes in rural areas when compared to urban areas [10] and much higher increase in low-income group (increase by 135%) than in middle-income group (increase by 24%). [11] This seems to be due to the economic boom resulting in urbanization and corresponding change in lifestyle. [12] It has also been observed that the prevalence of diabetes as seen by glucose tolerance test increases by increasing age, body mass index (BMI), waist score, and monthly income. [13] Interestingly, a stratified random survey has revealed that waist-to-height ratio is a better predictor of diabetes prevalence than BMI. [14] Table 1 summarizes the publications related to the prevalence of T2DM.
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Considering the alarming increase in diabetes observed in recent studies, [15, 16] in response to call of the Hon'ble Prime Minister of India, the nationwide "Niyantrita Madhumeha Bharata Abhiyaan" (NMB 2017) was launched. The study titled, "Yoga and Diabetes: A Multi Centric Research Study," was planned with an aim to control the proliferation of diabetes in India using yoga-based lifestyle intervention. The funding was provided by the Ministry of Health and Family Welfare and the Ministry of AYUSH through its Council of Research in Yoga, Government of India, New Delhi (CCRYN, http://www.ccryn.org/). A memorandum of understanding was signed with the Indian Yoga Association (IYA; http://www.yogaiya.in), for planning, designing, and conducting the study. The IYA is a professional national body with representatives from all the major traditional schools of yoga in the country, has prior publications regarding randomized control trials (RCTs) on yoga for diabetes, and has the capacity to recruit the required number of volunteers and researchers and monitor and supervise the implementation of the study. [17, 18] The twin objectives of the study were (a) to estimate the prevalence of diabetes and prediabetes in 2017 simultaneously in all zones of India and (b) to conduct an RCT using a validated yoga lifestyle protocol. This paper is the report of the methodology adopted for the first objective of the study.
Methodology Sample size calculation
Keeping in mind the twin objectives of the study, the sample size estimation was based on the relative risk reduction in individuals with prediabetes in the Diabetes Community Lifestyle Improvement Program study which was a RCT on 578 overweight/obese Asian Indian adults. [19] The annual incidence rate of diabetes was 11.1% at control condition and 7.8% at intervention condition. This provided a conversion rate at 3-month follow-up to be 3% at control condition and 2% at intervention condition. Based on this, the required sample size for a two-group design, with α = 0.05 and (1− α) = 0.80, was estimated to be 5320 in each group (total 10,640 for two groups). The sample size calculator provided by the University of California San Francisco Clinical and Translational Science Institute (http://www.sample-size.net) was used. Factoring an attrition of 20% in an intervention-based follow-up study, the final sample size required was 12,768. To obtain the required 12,768 individuals with prediabetes, it was calculated a need to screen 232,145 adults above the age of 20 years (12,768 × 100/5.5; the best estimate of prevalence of prediabetes in India was about 5.5%). Thus, we planned to screen about 240,000 individuals across all zones of India. Consequently, the target was 4000 adults/district to be drawn from 60 districts (10% of all districts as in the 2011 Census of India). [20] Study design Phase 1 of the study was a nationwide cross-sectional survey using a multilevel stratified cluster sampling technique, with random selection among urban and rural populations covering all states and union territories (UTs) of the country. The first step was to acquire information on diabetes by door-to-door survey using a mobile app and the second step was to invite all individuals with known diabetes and those on high risk to camps for blood tests and other assessments, which were held simultaneously in all locations in the country.
Sampling strategy
The sampling was undertaken at four levels [ Figures 1 and 2 ].
Level 1 -Zones
Of the 29 states and seven UTs in India in 2017, we planned to cover 26 most populous states and four UTs. The National Family Health-3 sampling methodology was adopted. The first level considered the geographic distribution with each zone comprising contiguous state/UTs. These were grouped as seven zones (northwest, northeast, north, west, central, east, and south) based on cultural homogeneity. Although the earlier grouping as per the website (https://www.mapsofindia.com/zonal) was six zones, we considered Jammu and Kashmir as a separate zone based on their unique social and cultural factors. Figure 3 gives the states grouped under each zone. In the south zone, the two states (Telangana and Andhra Pradesh) were considered as one undivided Andhra Pradesh due to its cultural homogeneity. We did not include remote or small states/UTs (Nagaland, Mizoram, Sikkim, Daman and Diu, Dadar and Nagar Haveli, and Lakshadweep), the key reason being that the IYA did not have a representative in these areas.
Level 3 -Districts
The districts in the state were the first level of sampling. A list of all districts in the state was downloaded (http:// districts.nic.in). As per the sampling plan, it was decided to select 10% of the total number of districts in the country. And correspondingly 10% of districts within each state. As the number of districts in different states varied between 1 (e.g., Chandigarh) to 75 (in Uttar Pradesh), there was wide variation in the number of districts selected in each state [ Table 2 ]. In any state with 10-30 districts, two districts were chosen, and in states with ≤10 districts, one district was chosen.
To ensure that districts chosen are not clustered, depending on the number of districts needed, the state was grouped accordingly. For example, if the five districts were needed, we divided the state into five groups from north, south, east, west, and central locations, or if three districts were needed, three groups were formed, i.e., north, south, and central on the map.
A statistician in the next step selected two districts randomly in each group, i.e., double the number of districts needed from each state. The concerned field senior research fellow (SRF) after review of the local conditions within each district and in consultation with the zonal coordinator and central office purposively sampled one out of two districts listed from each group.
Level-4 -Villages (rural) and towns/cities (urban)
Level 4 was rural and urban areas as defined by the census. The list of villages and towns as available from the websites (mohua.gov.in/cms/number-of-cities-towns-by-city-size-class. php and India Village Directory @VList.in) was downloaded.
Rural
Keeping in mind the Phase 2 of our study, very small (<500 adult population) and large (>1000 population) villages were excluded, especially to prevent contamination of the intervention. Hence, villages with an adult population of about 500 (100-175 households) were specifically listed. The list of all these selected villages was grouped according to four locations (north, south, east, and west). The statistician selected two villages randomly in each location and provided a list of eight villages to the field SRF. The concerned SRF in consultation with the zonal coordinator, depending on the local conditions, purposively sampled four villages, one in each location.
Urban
A list of all towns/cities in the selected district was downloaded (http://censusindia.gov.in/). A existing coded list of the towns/cities in the district was grouped into four groups (from north, east, west, and south). The statistician selected one town/city randomly in each location and thus prepared a list of four towns/cities. The field SRF reviewing local conditions and in consultation with the zonal coordinator purposively sampled one town/city. In the identified city/town, the list of all wards was downloaded. One ward was selected randomly by the SRF. In the selected ward, all census enumeration blocks (CEBs) were listed. The CEBs, depending on the adult population, were grouped into north, south, east, and west groups. Considering that about 2000 adults were needed for the study, either two or four CEBs (depending on the population within CEBs) were selected using lottery method by the SRFs (2 CEBs of 1000 population or 4 CEBs of 500 population).
The criteria of purposive sampling procedure were nonaccessibility due to geographical terrain or terrorist activity or political disturbances and proximity to the yoga volunteer's residence, who had to commute daily for the intervention in the Phase 2 of the study. 
Level 5 -Household
All households (http://censusindia.gov.in/Data_Products/ Data_Highlights/Data_Highlights_link/concepts_def_ hh.pdf) within the selected village or CEBs in rural or urban locations, respectively, were surveyed. The census location map was used to identify correctly all boundaries of the selected sampling unit (villages or CEB). In every village/ CEB selected, a mapping and household listing was carried out with the help of the local village leader. A "household listing operation" then assigned consecutive unique numbers to each and every household. Figures 1 and 2 give the details of the study design.
Study methods and quality assurance
Quality was assured in all aspects of the study by (a) formation of international research advisory committee, (b) standardization of survey protocol and common yoga protocol, (c) selection of standardized assessment tools, (d) standardization of software developed as mobile app, (e) selection of personnel, and (f) training of research personnel for documentation.
Formation of international research advisory committee
An International Research Advisory Committee [ Table 3 ] was constituted with experts having >10 years of experience in research in yoga and diabetes to provide guidance at all stages of the study. This committee supported at all stages of the study by: (a) giving inputs during the conceptualization, (b) reviewing the research protocol critically, (c) suggesting standard assessment tools, (d) giving innovative inputs for development of userfriendly software to be used in the field on mobile Support training of personnel, **Guidance to write the manuscript, *FGD for yoga protocol. MDRF=Madras diabetes research foundation, S-VYASA=Swami Vivekananda Yoga Anusandhana Samsthana, FGD=Focus group discussion app, (e) offering inputs for training of personnel to ensure standard documentation, (f) oversee yoga training of research personnel, (g) guidance to write the report and (h) also participating in the focused discussion group for the standardization of the common yoga protocol for the Phase 2 of the study.
Standardization of survey protocol
The study protocol had two steps. The first step was the screening using a questionnaire which had standardized questions to assess diabetes risk score and also enlist individuals with known diabetes.
The cases of self-reported known diabetes were confirmed by checking their medical reports if available or checking the names of the medicines they were consuming for their diabetes.
The second step involved assessment camps for blood tests and detailed questionnaire in the subsampled population that included all diabetes subjects and only those in high risk (>60 on IDRS).
Development of standard assessment tools
The study used two separate sets of assessment forms for the two steps of the survey. The form for the first step contained sociodemographic data (age, gender, education, income) for which the Kuppuswamy scale for classification of socioeconomic status of individuals [21] was used. There were also questions from IDRS, a diabetes risk score measure with four factors validated for Indian condition, [22] and questions related to diabetes and its management. The presence of self-reported diabetes was confirmed by checking their medical reports if available or checking the names of the medicines they were advised for their diabetes. The form for the second step was more elaborate which included standard questionnaires validated for India and also more developed for the study after a review of the published literature with appropriate translation [ Table 4 ]. Standardization for biochemical assessments in the NABL-accredited laboratory was assured by checking with the standards for each set of samples as per the NABL requirements. Two rounds of interactive discussions with the research advisory committee helped in finalizing the formats.
Development and standardization of the common yoga protocol for T2DM for Phase 2 of the study are described separately in the next article as Part 2 Methodology (IJOY).
Development and standardization of software mobile apps
A team of developers headed by a senior project manager with >10 years' experience in developing software for Indian rural conditions, developed the mobile app under continuous interaction with the principal investigator (PI) and the research associates (RAs). Two versions of the app were made available free of charge on play store: one supporting Android version of <4 and one for higher versions of Android. Provision for capturing data online and offline was provided which remained available throughout the study period for updating and assisting the field staff. The user had to key in the data from the hard copy when internet was available at his office. In addition, the image of the hard copy was also uploaded which was checked randomly on a day-to-day basis by the data operators in the central office for accuracy; feedback was given to the volunteers who uploaded it and also the SRF in charge. Data were stored in Amazon Web Services.
Pilot study for software quality A prepilot study to check the software was done on 40 purposively selected subjects, 20 with diabetes and 20 without diabetes, admitted at the Yoga Research Health Home for lifestyle change and stress management. The app was frozen after two revisions based on the feedback about the difficulties faced during the keying in process.
Selection of study personnel

Research associates
Two RAs (one with PhD in yoga and the other, a medical doctor with MD in yoga therapy) with >5 years' experience in research were selected. Table 5 shows the responsibilities of the research personnel.
Zonal coordinators
These were seniors who had experience of working in the rural and urban communities for yoga and other community service activities for >10 years. They volunteered as zonal coordinators and gave constructive inputs while monitoring the progress of the survey through surprise visits to the site that helped in quality assurance.
Senior research fellows
Thirty-five SRFs (1 for 2 districts except in the central office with one/district as they had other responsibilities) with postgraduate diploma or degree in yoga therapy with >5 years' experience as a trainer of trainers were chosen. The other major criteria were residence being in the selected study location, capacity to interact with local community in local language, and work in harmony with field volunteers, the zonal coordinators, and the central office.
Yoga volunteer for diabetes movement
The SRF selected 20 yoga volunteers within each district (a total of 1200) from among those who were available locally as certified yoga teachers from member organizations of the IYA. Written permission was obtained from the chief of their respective organizations. The criteria for selection were residing near (within 5 km) the selected location (urban or rural), commitment to the cause, and willingness to change their style of teaching to the standardized protocol. International Journal of Yoga | Volume 12 | Issue 3 | September-December 2019
Training of research personnel
Zonal training programs
Zonal training programs of 1 day each were organized in five zones of India (Delhi, Bhopal, Bengaluru, Salem in Tamil Nadu, and Mumbai) to orient zonal coordinators and SRFs to implement the research study in the presence of the PI and any one member of the research advisory committee. They were given orientation to studying protocol and standard procedures for house visits, arranging camps for data acquisition and intervention, training their yoga volunteer for diabetes movements (YVDMS) on use of mobile app and administration of the yoga protocol, and maintaining log books of the regular meetings with their team. A strong communication system between all the researchers was established by developing a common WhatsApp group after clearing all the concerns of these field personnel.
Training of yoga volunteer for diabetes movements
The SRFs arranged residential camps of 5 days each (total 20 camps) for training of yoga volunteers. All YVDMs were certified yoga instructors from different member organizations of the IYA and needed to undergo reorientation in their teaching techniques. The aim of these camps was (a) the introduction to study protocol and accurate documentation of both the subjective (in the two sets of assessment forms) and objective measurements and (b) the orientation for homogeneous teaching methods of the Common Yoga Protocol. The camp ended by a certifying examination (practical, theory, and oral) by the RA who was present in all these camps to check the homogeneity of their documentation on mobile app and uniformity of teaching the yoga practice. Quality control check for interrater variations was done by doing interrater reliability (IRR) test. Two YVDMs were asked to key in the data on both the forms (Step 1 and 2 forms) on the mobile app independently on 120 subjects in a nearby medical center, and IRR was calculated which showed an IRR of 0.7. Table 5 describes the responsibilities of the research personnel.
Quality assurance was ensured through communication between SRFs and YVDMs. A central NMB WhatsApp group, consisting of 35 SRFs, two RAs, and seven zonal coordinators, was created to stay connected with PIs. The regional SRFs also created local WhatsApp groups of 1200 YVDMs (20/district) in their zones for efficient information exchange, seek guidance, and share daily pre-and post-pictures of yoga sessions and online troubleshooting. This helped to maintain good communication and internal audit. It also coincided with a free national internet service that continued for the entire period of study enabling seamless connectivity in the national team.
Assessments
All assessments as indicated in Table 4 were carried out in two stages, i.e., screening for IDRS scoring and diabetes followed by blood tests and detailed data on those with high risk on IDRS and with known diabetes.
Procedure for biochemical measures
All biochemical assays were carried out by the same method throughout the study period. HbA1c was estimated by high-pressure liquid chromatography using the Variant™ II Turbo machine (Bio-Rad, Hercules, CA, USA), which is certified by the National Glyco-hemoglobin Standardization Program as having documented traceability to the Diabetes Control and Complications Study reference method. [9] Serum cholesterol (cholesterol esterase oxidase-peroxidaseamidopyrine method), serum triglycerides (glycerol phosphate oxidase-peroxidase-amidopyrine method), and high-density lipoprotein cholesterol (direct method; polyethylene glycol-pretreated enzymes) were measured using an autoanalyzer (Model 2700/480; Beckman Coulter AU [Olympus, County Clare, Ireland]). Serum creatinine was measured using the Jaffe method. The intra-and inter-assay coefficients of variation for the biochemical assays ranged from target goals for A1C, blood pressure (BP), and low-density lipoprotein (LDL) measures were based on the ADA's Standards of Medical Care for most people with diabetes, including A1C <7.0% (<53 mmol/mol), BP <130/80 mmHg, and LDL <100 mg/dL. Glycemic targets were the primary endpoints of the study.
Data collection
The SRFs, along with the zonal coordinators, visited all places initially to discuss with the village/town leaders, introduced the YVDM and gave awareness talks to prepare for doortodoor screening followed by assessment camps. Table 5 shows the details of the procedure followed.
Step 1: House-to-house survey
The volunteers who had the ID cards of IYA did door-to-door visits with the help of local volunteers. When the doors were locked, or no responsible person of the household was available, the house was visited again within the next 3 days (mop up visits). When necessary, cooperation from the neighbor was sought to contact the members of the household. In the final mop-up round in the last week of the survey, efforts were made to include all such households with the help of the local leaders.
Step 2: Assessment camps Screened subjects satisfying inclusion/exclusion criteria were invited to assessment camps. Two phlebotomists drew the venous blood in vacutainers and were supported by House-to-house visit for screening Conduct field training YVDMs=Yoga volunteer for diabetes movements, SRFs=Senior research fellows local volunteers assisting the participants and sticking the coded labels for the tubes (3 aliquots for each participant). The sample was centrifuged at the site for separation of plasma within 1 h, stored in portable cold storage containers, and transported to the nearest laboratory where the assessments were completed within 6 h after drawing the blood [ Table 6 and Figure 4 ].
The quality assurance measures during data acquisition period included regular visits of SRFs to all places by rotation and random visits of zonal coordinators to all places in the zone during the 3-month period. The SRFs and RAs were available to the YVDM continuously on phone and WhatsApp group to solve problems and also to get feedback. The YVDMs sent daily report of the number of houses/persons completed and photographs of their work to the SRF. The RAs and staff of the central office at Swami Vivekananda Yoga Anusandhana Samsthana (S-VYASA) University, Bengaluru, were available all days (7 days/ week) for 3 months on phone and WhatsApp group with SRFs for monitoring, guiding, and solving problems. Figure 1 gives a complete assessment procedure.
Compilation of data and statistical analysis
RAs and the software team compiled, matched, cleaned, and analyzed the data. A unique serial number was assigned to each participant. Manually captured data from screening forms were keyed into Mobile Android Apps by trained YVDMs under supervision of SRFs. IRR test was carried out on a subsample of 120 subjects rates by two YVDMs. The accuracy of entries from hard copies into mobile apps was verified by the central office during the analysis phase. All data obtained from the cloud were downloaded and decoded. The uploaded data from the two assessment forms of Step 1 (about 4000/district) and Step 2 and the laboratory data (about 50,000) were checked for perfect matching of coding. Errors in entry (spelling, reversal of first name and second name between pre and post files) were edited using fuzzy logic followed by manual checking. While cleaning the dataset on Excel, cases with wrong entries such as extreme values (e.g., fasting blood glucose values of >1000 mg/dl) were excluded. All cases that had missing data were excluded before analysis. Analyses were done using SPSS version 21.0 and R software version 3.5.1.
Ethical clearance
The institutional ethical committee of IYA after scrutinizing the complete project proposal including informed consent forms approved the proposal. Participants were informed about the procedures involved in detail and their consent for voluntary participation was taken without offering any financial incentives. In addition, in order to obtain full acceptance of the study, an overview of the study including their purpose and objectives, were presented to local community leaders, and their queries answered.
All information was coded and kept confidential. Precautions related to assessments such as availability of medical facility during blood collection were taken. Standardization of assessment procedures during camps was ensured by following the protocol as in Table 6 . Laboratory standardization processes were assured by conducting the blood tests in all parts of the country by the same NABL-accredited laboratory. The study was registered on CTRI (Registration Number-Study REF/2018/02/017724). Table 7 and Figure 3 show the names of the states included under each zone with the numbers and percentage of individuals screened. Response was highest in south zone followed by the west, northwest, and northeast zones; poor responders in north and central zones.
Zones, states, and districts included for the study Table 2 shows the names of the randomly selected districts by the central team at the time of planning and the changes made. Changes were requested by the SRFs in 14 locations (4.7%; 14 out of 240 villages and 60 towns/cities) and were spread across nine states. Because of this, although the total number of villages surveyed did not change, 5 of the changed villages were in the neighboring districts and hence the number of the districts surveyed increased to 65.
Rural (villages) and urban (census enumeration blocks) households
Total number of samples contacted in level 1 of door to door survey were 233805. The complete level 1 screening data was available on 162,330 individuals; 48.1% rural and 51.9% urban. Those with known diabetes and those with not know diabetes but in high risk on IDRS were invited; Of these 69717 (48% rural and 52% urban) invited, 50199 responded to level 2 assessment camps. The distribution of age groups were similar to the national figures in 2017. The overall Indian adult population between 20-50 yrs were 70% while it was 73% in the present study; and those above 50 yrs was 30% in national figures while it was 27% in the present study. Looking at the gender distribution, the percentage of females in our study was marginally higher than the national figures in 2017: all India adultmales were 55% vs 52% in the present study; all India females were 45% vs 48 % in the present study(population pyramid. net) [ Figure 5 ].
Discussion
This was the India's largest nationwide rapid survey designed for. This study highlights a three-level screening in almost a quarter-million people in representative urban and rural areas of all populous states in India during a well-defined period of 3 months. Screening of 162,310 adult individuals by random selection method represented 95% of the country's adult population; the age and gender distribution of the screened population was representative of the national figures. After completing IDRS in the first level, blood samples were taken from those most at-risk based on IDRS. Entire ward or village recruitment means that long-term follow-up can compare trends in different parts of the country; further, lifestyle factors (sleep and stress) omitted in earlier nationwide surveys were assessed; cost-effectiveness and volunteer enthusiasm augured well for using India's youth in future national diabetes prevention programs.
Earlier surveys on diabetes in India over the last 25 years used the WHO STEPS procedure. [13] A prevalence estimate by cluster sampling method preceding a lifestyle intervention used in the present study design may be a good option because it answers two important research questions at once, namely prevalence and effects of an intervention. This should be more cost-effective both in time and money as interviewers do not have to travel large distances in the selected areas to interview single members of selected households. [12] To cover all parts of the country and finish on time, the sampling rate needed to be faster than conventional survey methods. This was achieved by involving 1200 trained yoga volunteers for the study which was provided by the IYA, a professional body with renowned traditional yoga member organizations in India. This is potentially the problem of interrater variations that could influence the accuracy of the documentation.
To reduce interrater variations between the YVDMs, (a) all of them underwent preparatory 5-day training workshops, to achieve homogeneity in their teaching techniques and documentation procedures, (b) the senior RA who was present in all these camps conducted an examination (practical, theory, and oral) to check the uniformity of their data acquisition and teaching skills, and (c) a substudy was done on data acquired on 120 subjects rated independently by two raters (YVDMs) which showed an IRR of 0.7.
Some villages and towns selected by the random selection process by blinded central research team had to be replaced during the purposive selection by the SRFs due to unsuitable local conditions. There were changes of 14 districts in nine states (4.7%) as requested by the field SRFs [ Table 2 ]. The same procedure of random selection of clusters in these changed districts by the blinded central office as before was followed, to avoid bias or reduction in representativeness. The reasons for the requested changes were terrorist activity or political disturbances during the screening period and proximity to the trained YVDM who had to commute daily for survey and intervention in Phase 2. Total number of districts has increased to 65 as the changed villages or towns were in the neighboring districts.
The response of the people in remote districts (Dakshina Kannada in Karnataka and Jorhat and Sibsagar districts in Assam where the houses were spread out over large forest areas) was poor as many adults were out of the village on business during the 3 months of the survey. Hence, the screening was expanded to neighboring wards or villages to complete the numbers required for the sample (4000). We believe this would not have affected the overall results because of the lifestyle similarities in surrounding cohorts.
Problems faced and lessons learned
Difficulty finding committed volunteers
The major challenge of getting motivated skilled yoga instructors who also could be trained in acquisition and management of survey data was solved by the enthusiastic member organizations of the IYA. Many preliminary discussions and meetings had to be conducted before fixing the SRFs and YVDMs in all locations.
Arranging venues in the selected rural and urban areas for camps and motivating the household adults to participate in the study in all parts of the country were a challenge which was solved by enthusiastic participation by the zonal coordinators, local administrators, and philanthropic leaders in the community.
In some areas, the rapidity of the planned survey made it difficult to find sufficient laboratory technicians in the designated period. Nevertheless, the task was successfully completed by shifting the camp dates so that the same phlebotomist could reach different camps in the district. Data entry and analysis took longer than expected because of the errors in entry that needed manual editing of names, e.g., matching the names (although coded) which were spelled differently or interchanged between first and second names in pre-post files, e.g., Rahul Agarwal may have been written in the post as Agarwal Rahul. In Kerala, the program was discontinued due to illness of the SRF. We presume that this may not impact the conclusions of prevalence or intervention effect at all India level as this is a small state, and we had good data from a neighboring state of Tamil Nadu with similar level of epidemiological transition in 2016, [23] although we may not get state-wise details during subanalyses at a later stage. 
Conclusion
This Phase 1 of the NMB-2017 study describes that the unique methodology of a two-level rapid survey which was completed within 3 months (representative sample from 95% of India's adult population) was designed to pick up individuals at high risk and avoided costly investigations for diabetes. This template of using the nation's patriotic volunteer force for a nationwide intervention-based study justifies the urgent need to prevent India from becoming the global capital of diabetes.
